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Transplant Team Celebrates Year of Success
The shingle outside his office could easily read
"Craig R Reckard, MD, Second chance at a future".
For those who have not had the pleasure, Dr.
Reckard is the Chief of Transplant Services and also
a co-director of the Lehigh Valley Transplant
Program. The 2-year-old Transplant Program
focuses on kidney transplantation.
With the arrival of Dr. Reckard in January, 1991,
the program was officially established and it recently
marked the first anniversary of the first kidney
transplant.
"So, how does one become involved in the field of
transplantation?" I asked.
Dr. Reckard initially became interested in kidney
transplantation through his laboratory research as a
resident at the University of Pennsylvania. He went
on to complete a fellowship in transplantation under
the guidance of his mentor, Clyde Barker, a well
known forerunner in the field of organ transplantation. "The concept of transplantation; of putting one
person's organ into another person and that the
transplanted organ can continue to live, was, and still
is intriguing to me." says Dr. Reckard. Thus, a
transplant surgeon was born!
His career took him from Walter Reed Army
Hospital as a staff transplant surgeon, to the University of Chicago as an associate professor in the renal
transplant program, to Loyola University of Chicago
as a professor of surgery and chief of transplant
services before returning him to his Philadelphia
"roots" to build a new transplant program from the
ground up.
Although the Lehigh Valley Transplant Program
is still in its infancy, Dr. Reckard is pleased to report
that "to date, we have done a total of 16 transplants.
Four patients received kidneys from living related
donors and the remaining 12 from cadaveric
donors." He is especially happy to report that "all of
our transplants have been very successful. All of the
kidneys are functioning and we have had a very low
complication rate. National statistics show patient
survival rates of 98 percent for living related kidney
recipients, 94 percent for cadaveric recipients and

Planning tomorrows are a kidney transplant patient.
Ginger Holko, RN, and Craig Reckard, MD
graft (donor kidney) survival rates of 90-95 percent
for living-related kidneys, 80 percent for cadaver
kidneys. Ours is 100 percent survival rate for both so
far. We are very proud of that."
Dr. Reckard feels that the program has been very
positive for area patients suffering from end stage
renal disease. Prior to now, those patients desiring
transplants had to travel long distances to other
facilities in order to be evaluated and placed on a
transplant waiting list. "That wait was generally 18
months to two years. Our local program has reduced
their travel time considerably, eliminated the need to
travel to big city hospitals like Philadelphia, and
reduced the waiting time to about one year," said Dr.
Reckard. "We currently have approximately 40
patients on our transplant ready list, " he adds.
"One of the goals of the program," says Dr.
Reckard, "is to increase the number of transplants to
25-30 per year. Another is to increase our referrals
from other geographical areas like Reading,
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Change: New Directions for All of Us
The nursing department is changing. A bit
ofan understatement, wouldn't you say? With
current literature and philosophy that focus on
leadership roles at the grassroots, nurses are
experimenting with various forms of empowerment. The efforts of reallocation and clustering poses new challenges.
People are changing, too. Nurses are not
likely to endure an environment that emphasizes efficiency at the expense of meeting
patient needs. Some are skeptical of the
changes. We need to know the changes will
reinforce the strong sense of patient-focused
nursing, in which we are comfortable.
As we re-invent the nurses' roles, those who
search for the common ground that value
human needs for both patients and nurse will
have the most success. These human needs
embrace caring, trust, respect and commitment.
Nursing Voiceis changing for you. We exist
to support and encourage you through your challenges. The editorial board gives particular attention
to nurses at Lehigh Valley Hospital and genuinely
wants to hear from you. We want to publish essays
like Shirley's on "Tammy" in this issue. We want to
highlight nurses who exemplify caring beyond
expectation like Patty, Joanne and Marianne who
went to El Salvador with "Healing the Children."
We want to hear how your unit is doing with shared
governance. (Has anyone come up with a better
name!?) Research, collaboration with partners,
letters from patients and families, letters to the
editor, poems, stories and humor are potential
topics.
This new format welcomes any leads or articles.
You deserve a newsletter that applauds nursing at its
finest. Heed the words of an author unknown, but

wise who wrote a poem in the 1800's entitled "Our
Own." He writes,
"We have careful thought for the stranger,
And smile for the sometime guest,
But oft for our own the bitter tone,
Though we love our own the best."
Picture this. Itis the year 2010. We are sharing
stories and reminiscing about nursing changes in the
1990's. What we remember most is how we all stuck
together and how we never could have gotten
through it...if we had not.

Susan O'NeiU, RN
S7V
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Susan O'Neill, RN, encounters a former patientRichard Mangus, a recovered trauma victim - at the
Trauma Awareness Program in May.
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Empowennent: It's in Your Hands!
When was the last time you felt that your voice
counts? Do you feel that "going through the paces"
stifles your creativity? Are you ever frustrated, having
the knowledge to make a decision, but not the
approval? Maybe it's time for you to explore the
concept of "Shared Governance". Wow! It sounds
abstract ...complex.
I searched fur a definition. A key term is "empowerment"; which, according to Webster, is "to give
power, authority, or ability to". With this power
comes a sense of trust. Staff nurses are offered the
freedum to create their own system.
You decide! Who should be included? All of
nursing, all RNs, or all staff? Each nursing unit
needs to decide for itself because nursing units differ.
Our Post Anesthesia Care Unit includes all staff, as
our unit clerk is vital in carrying out many quality
Issues.
It makes sense that you have increased job
satisfaction when you have control. What are some
of the unit responsibilities that you have the ability
and desire to tackle? Now, get ready fur a little risk
taking ... would you consider planning staffing on
holiday schedules, (for example, one person for a

That's where empowerment starts: a spark of interest,
a willingness to learn something new.
small unit, or a team of six for a larger unit, with
monthly rotation of responsibility)? Consider
implementing educational inservices fur your unit, or
identifying and following through with quality
studies for your unit. What do you know about your
budget? The paths are numerous.
You may wish to concentrate on one area of
interest. That's where empowerment starts: a spark
of interest, a willingness to learn something new. Be
flexible! Encourage each other in new ventures.
Make time for small groups of discussion - maybe a
plan for educational needs, self-scheduling, or to
track down lost revenues (finance committee,
perhaps).

Anne Brown, RN, shares an idea with Maura Reinert,
RN, and Wanda Backenstoes, RN, in PACU

position, or would a permanent charge nurse make
the unit run smoother? You decide, then volunteer
to do some work developing it!
Managers must
taking to share the
from direct patient
lenge. Low census
able.

provide support fur the risk
success! The need to free staff
care to work projects is a chaland "down-time" is unpredict-

As the interest grows on your unit, you'll notice a
change in mindset. Now you are ready to start
making changes. And remember: difficult periods are
often followed by periods of incredible growth.
PACU has a shared commitment to each other
which provides a great deal of support through
difficult times. Quality in work comes from people
who care about what they do, and have a desire to
make a difference. This isn't taught. It's nurtured.
Initially, there are lengthy discussions. We listen
to everyone's opinion.' Request inservices and
encourage discussion on your unit. Nurses involved
in shared practice in our hospital have branched into
self-scheduling, budgeting, unit education needs,
care delivery team, quality focus, and peer evaluation. Shake up the old way of thinking! If your unit
has taken the step towards empowerment, please
share your experience with Nursing Voice. (I hear
there are "risk-takers" on 5C, 6T, NICU and 5A).

Anne L. Braum, RN
PACU, 17th & Chw

What risks are you willing to take to improve the
unit's work distribution? Do you rotate the charge
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Sharing the Caring with El Salvador's Children
Frornjune 12-20, 1992, Patty Deutsch,
RN, JoAnn Noe, RN and Marianne Muraro,
CRNA, all Cedar Crest & 1-78 OR, accompanied Raj Chowdary, MD, and Mark Kendall,
MD, to El Salvador.
The group, under the auspices of "Healing
the Children" was part of an international
group of healthcare workers sent to perform
plastic surgery on native children.
Before the team arrived, approximately 72
children were prescreened. Some came from
100 miles away. They ranged in age from a few
months to 16 years. Most youngsters needed
reconstruction surgery for cleft lip and palate.
Another group required release of bum
contractures. In a COWl try where fires are
started for heating and cooking purposes,
children are often left to tend them. This
results in a significant number of bum injuries.
Three medical teams operated in one room.
Physicians and nurses brought their own equipment,
including monitors, pulse oximetry and thermometers. Each case took between 1.5 and 6 hours.
Fifteen hour days were not uncommon. Equipment
shonages in local hospitals is a major problem. At
one point, Marianne had to baner pediatric suction
catheters for IV fluids. Disposable products are
virtually unheard of. Everything, including endotracheal tubes, are saved and reused.
The multi-national group blended well into a
team fur the singular purposes of treating children.
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Some mothers travelled 100 miles in the hope of
obtaining plastic surgery for their children.
On the last day, Grand Rounds were held with the
physicians, nurses and families meeting to discuss
follow up care. Mothers were very grateful to the
nurses and would bless them for any activity.
While familiar places such as McDonalds and
Ramada Inn exist in El Salvador, running water and
electricity were not available 24 hours a day. Precautions had to be taken to prevent illness within the
group. Luckily, no one became ill.
Marianne Muraro recalls, "Each and every child
was special in their own way."
The mothers wanted and needed help and they
were very appreciative. Mothers stayed overnight
and sat with their children.
Both Marianne and Patty plan to take another
trip next year. In the meantime, "Healing the
Children" is working with Dr. Chowdary to bring a
child from Nicaragua here for extensive plastic work.
Perhaps in this way, nurses from Lehigh Valley
Hospital will become interested in joining their
fellow nurses on their next mission.

Cathy Weber, RJ-T
lollipops and smiles make an unconventional recovery room.
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British System: Some VIrtues, Some Drawbacks
Twelve British nurses attending Buckinghamshire
College of Higher Education in England visited
Lehigh and Berks County hospitals early in June.
This was the beginning of an England Exchange
Program offered by the Kutztown University
Nursing Department.
A great opportunity to earn three credits, I
thought. I had no idea at that time that I would
establish very special professional relationships with
nurses from the United Kingdom and United
States. Twelve American nurses then visited urban
community hospitals, a cardiac transplantation
hospital, medical and surgical Wards, a cottage
hospital for respite care, and district (community)
nursing in England. Discussion lectures were
incorporated in both countries.
We hold very similar values. Among the high
priority values identified were accountability,
education and caring; assisting patients to reach their
highest potentials, maintaining dignity and respect.
We found the philosophy of nursing to be universal.
One colleague stated that visiting the United States
"De-mystified" the British concept of American

I had to notice the delightful healing environment of
United Kingdom hospitals, with open winJuws,jresh
air and gardens.
nursing. "Reading literature of U.S. Healthcare and
nursing, we had the perception of high technology
and very little personal caring", she explained. "It
was refreshing to see that this was not true. American nurses are truly leaders in a high tech-high touch
environment. "
The American nurses' stand and victory last year
concerning registered care technicians had impressed this group, demonstrating that in the United
States, nurses are united. We concluded that we
must be involved with policy making decisions at all
levels. Naturally, we discussed the nursing agenda
for healthcare reform in America. The United States
is clearly a leader in nursing and in healthcare. We
could identify trends in Great Britain's National
Health System that were developed in the United
States.

I had to notice the delightful healing environment
of United Kingdom hospitals, with open windows,
fresh air and gardens. Put aside infection control for
a brief moment. Many facilities are 150 to 200 years
old, built initially as TB sanitariums. There exist
fragmented sets of buildings that "pop up" as the
needs for healthcare increase. At one England
hospital, patients are transported outside to an X-ray
department, endo tube and all! What do you do
when it rains? Carry an umbrella, silly.
No restraints, very few side rails, scant documentation, no written orders, but also no lawsuits. The
British nurses feel, however, that more litigation will
be encountered very soon. The government recently
issued a "Patient's Charter" to educate society about
their rights in the National Health System. Increased
consumer awareness reflects the social change
observed in the UK. The differences with risk
management and liability were profound.
America is ahead of Britain with technology,
computerization, and quality improvement. British
patient care models are beginning to focus on
Primary Nursing, the "Named Nurse". Physicians
are beginning to form partnerships to avoid 24 hour
on call time as a general practitioner. And, yes,
patients wait very long for "elective" surgery. British
Hospitals are becoming more competitive and
economically driven than ever before. It is no
surprise that we had a bit of knowledge to share on
the subject of cost containment.
Do issues such as security, poverty, child care, and
mental health remind you of anything? These
problems facing working women and men in the
United Kingdom were extremely familiar.
This group of twenty-four shared cultures and
friendships for two weeks in June. We certainly took
time to tour, starting with the Reading Outlets and
ending at Harad's ...there is still nothing like American Blue Jeans.
I learned that nurses can make a difference with
healthcare reform. We are, after all, patient advocates. Our clients extend far beyond the mountains
of the Lehigh Valley. 1992 is a great year to think
politically - in Parliament and in Washington.

Sue Stump, RN
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Five Nurses Present Two Research Projects
The number of nursing research studies by
Lehigh Valley Hospital nursing staff continuously
increases. Many of these studies were published and
presented at local, regional and national forums. The
Nursing Voice Editorial Board plans to communicate in each issue abstracts of research studies
conducted by hospital nurses.
The two studies reported this month were
presented October 2, 1992, at the seventh Annual
Regional Conference, sponsored by the Beta Sigma
Chapter of Sigma Theta Tau in connection with
Pennsylvania State University School of Nursing. In
addition, Kim Hitchings' and Terry Capuano's
research was presented in April, 1992 at the Nmth
Conference on Classification of Nursing Diagnosis
in San Diego.

The Three Respiratory Nursing Diagnoses:
Differential Diagnostic Validation of the Defining
Characteristics
Kim S. Hitchings, MSN, RN, Program Coordinator, Lehigh Valley Hospital
Terry A. Capuano, MSN, RN, Administrator,
Lehigh Valley Hospital

Sharon Johnson, MSN, RN, Patient Care Mll7lIlger,
Bryn Mll'Wr Hospital

practitioners were surveyed.
The sample consisted of 600 baccalaureate and
higher prepared professional nurses who had a
minimum of one year recent clinical experience in
the care of adult or neonatal respiratory patients.
Names were obtained from a variety of regional and
national professional organizations.
The Respiratory Nursing Diagnosis Scale II was
developed for this study. Participants were asked to
complete a scale for each RND by rating on a 5point Likert scale the degree to which each of the 30
potential defining characteristics is indicative of the
given diagnosis.
Data analysis, underway at the time this article
went to print, was consistent with Fehring's recommendations for the DDV model. Data was also
analyzed to determine if variances in the defining
characteristics of an RND is found between different
client age groups.
Studies have shown that nurses in clinical settings
may have difficulty using defining characteristics to
differentiate the three RND's. By validating the
defining characteristics associated with each of the
three RND's, this study sought to determine
whether there are indeed three distinct respiratory
diagnoses as defined by NANDA.

Abstraa:
The proceedings of the Nmth Conference on
Classification of Nursing Diagnosis list three
respiratory nursing diagnoses (RND's) - Impaired
Gas Exchange (IGE), Ineffective Airway Clearance
(lAC), and Ineffective Breathing Pattern (IBP) and the defining characteristics for each. As the first
of a series of validation studies, these RND's were
studied by the investigators in 1988.
The second phase of study was recently completed and continued to address the RND's and
defining characteristics associated with each of these.
A reliability study using a purposeful survey approach was utilized to determine which defining
characteristics are used by professional nurses to
identify the RND's and the degree to which each
defining characteristic is indicative of a given RND.
This design is the differential diagnostic validation
(DDV) model described by Richard Fehring. This
approach is recommended to validate the differences
between closely related diagnoses. To determine if
variance in defining characteristics of an RND is
found between client age groups, adult and neonatal
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Fatigue Associated with Congestive Heart
Failur«
Karen Moore Schaefer, RN
Mary J ean Potylycki, RN

Abstract:
The purpose of this study was to refine and extend
the findings of an original study which focused on
the description of fatigue associated with congestive
heart failure (CHF) related to myocardial injury
(n=3). The present study included 38 patients with
myocardial injury and valvular dysfunction. Based on
Levine's Conservation Model, the original interview
schedule was modified to include parameters
identified by other researchers using the Model and
to correct for measurement problems associated with
the original study.
The descriptive approach provided both quantitative and qualitative data. Qualitative data addressed
personal integrity and quantitative data measured
energy conservation, structural and social integrity.
Protection of Human Subjects was guaranteed

Continued on Pag•.
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Five Nurses Present Two Research Projects
through written informed consent and the use of a
coding system.
Consistent with the initial study, patients described fatigue as being tired and exhausted with
physical and emotional components; "I'm done for"
and "life has no meaning". Fatigue occurred as a
result of stress, physical activity and disease. Eight
patients in the study had no ideas why they were so
tired. Fatigue interfered with their ability to work,
"play" and eat. Patient identified interventions were
similar to the original study (rest, distraction, and
medicine), with the addition of physical activity and
spiritual behaviors to alleviate their fatigue.
A correlation matrix was examined fur relationships among the study variables. Unlike the original
study which identified a significant correlation
between fatigue and ejection fraction (r=.72, r<.05),
there was no significant correlation in this study.
Age, ph and oxygen saturation were significantly
related to fatigue; r=.39, r<.OI; r=.31, r<.05; r=.3 7,

r<.02 respectively. Perceived fatigue level was
moderate on all three measures with a mean ejection
fraction of 18 (SD= 17.89). Other physiological
parameters of energy use were normal. These
findings support prior studies which have found no
relationship between physiological parameters and
patients' perception of the experience. There were
no significant differences between groups of patients
with myocardial damage versus valvular dysfunction.
Significant correlations were found among the three
measures of fatigue, supporting concurrent and
clinical validity.
The findings of this study are examined using the
concept of adaptation as defined by Levine. implications fur nursing are discussed within the framework
of the Conservation Model with emphasis on a
holistic approach to patient care. Reasons for the
failure to replicate findings will be discussed.
Continued study of fatigue as a nursing diagnosis,
feeling and symptom is recommended.

Transplant Team Celebrates }ear of Success
Continued from Page 1
Scranton, and New Jersey as well as other local
hospitals. We would also like to increase the
program's visibility within the community." He adds
that "expansion of the program into transplantation
of other organs is also possible but questionable right
now," and that "heart transplantation may eventually
be a realistic natural progression."
Clearly, the success of any transplant program is
in large part attributable to the success of the organ
donation process, an area that needs improvement.
Dr. Reckard cites both family refusal and lack of
early recognition of potential donors as two very
important factors influencing the number of actual
organ donors. Improved awareness of the need fur
organ donation as well as educational programs
would go a long way to remedy both. Dr. Reckard
admits that "it would be great if we could do more
community education" and plans that fur the future
but thinks we need to focus our more immediate
attention on the hospital health care team.
Dr. Reckard has hopes of establishing a Life
Resource Team within the hospital to assist in the
organ donation process. He envisions this team to be
comprised of nurses, physicians, pastoral care, and
social service. He describes this resource team as "a
group of volunteer individuals familiar with the

process of organ and tissue donation who are
comfortable with and educated in approaching
families of potential donors in a timely and sensitive
manner to discuss, request and facilitate organ and!
or tissue donation." The team would also serve as a
resource to families who would like to talk about
donation.
Dr. Reckard recognized nurses as key persons on
the team because "they are the people closer to the
family who may be best able to approach them." The
nurse and the physician need to collaborate "not
only in the identification of the potential donor but
in subsequently securing the family's permission to
donate. Donor identification," says Dr. Reckard,
"needs to be thought of as an extension of care to the
patient, not the end."
That last thought has taken on new meaning to
me as a nurse and as a person having had the
opportunity to witness both sides of the organ
donation process; the sudden grief and devastation of
the donor family on one side and the sudden elation
and newfound hope of the recipient and their family
on the other side. Where life as we know it ends for
one person it truly does begin fur another at the
same time. How better to balance life's scales?

Ginger A. Halko, RN
Director, Patient Care Seroices-5B
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Of Kindness, Friendships and the Tammy Tree
Somewhere beyond the simple words that
attempt to describe what we are - kind, caring,
dedicated - are experiences not easily put to pen.
They defy standard text and are jotted down only as
precious memories. They help me make sense of it
all. My memories exist because of the people and
lives I've touched. Let me explain.
It all started 13 lucky years ago. A very special
group of nurses initiated me. These nurses enforced
the "knowledge stuff', but as an astute observer, I
learned the lessons of kindness, gentleness and
compassion. The critical care nurse that I've become
is in part thanks to them. I know now that the staff
here in ICU are the natural group to which I
respectfully belong.
Our unit is very patient and family oriented. I am
in awe of the results of our work. It is a special
feeling to have patients return and ask, "Remember
me? I was over there in that bed." They point to
their temporary homesteads. For many it was a stay
of several weeks; fur some, we should have obtained
a mailbox!
I ask them what they remember

about ICU. "I

remember the excellent nursing care. I also remember many of you talking to me; holding my hand
when I was scared ...scared I would die. And I
remember so and so ...please tell her hello."
I'm amazed that Mrs. B. remembers my name. At
that time she didn't even know her own name. She
was confused and combative, but she was really
there. I remember this when I'm frustrated with a
patient who doesn't cooperate. They are likely to
remember those bad times someday.
The best reward fur me is my memories of
Tammy. She was a 16-year-old child with Down's
Syndrome that our staff cared for over the course of
three years. She was irresistibly loving, and so, we all
fell in love with Tammy. Between hospitalizations,
her dad brought her to visit us often. We gave her
snacks and she gave us hearty laughter.
Tammy passed on in the Spring, 1991. Our staff
wanted to keep her memory alive. Money was
collected and a tree was planted at Lehigh County
Vo- Tech School. Today a picnic area surrounds our
"Tammy Tree", a place fur her schoolmates to pla
enjoy and remember her.
Tammy's father continued to make weekly visits
to his "ICU family." When he was recently diagnosed with cancer, he came to us to talk about his
fears. He agreed to surgery only if his friends could
help take care of him. His surgery is over now and,
believe it or not, he still visits us.
Caring, kindness, dedication and so much more that's what nursing means to me. I think you all
know how I feel. I just needed to say it. Thanks fur
listening.

Shirley Wagner, RN, lCU
17th & Chew

Peer Support Team
welcomes consultations
Call ext. 8261
Shirley Wagner, RN, with Barbara Supp, RN, and Lynn Cloak, RN , at Intensive
Care.
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Be on the look-out for information
about upcoming educational programs
sponsored by Peer Support Team

